Microscopically the tumour revealed a mixture of malignant spindle cell and epithelioid cells (haematoxylin and eosin; magnification x 25).
been reported in the world literature.4 The cutaneous pigmentation commonly involves the ophthalmic, maxillary, and occasionally the mandibular division of the trigeminal nerve. Oculodermal melanocytosis occurs most often in orientals and blacks and is rarely seen in the white population.2 5-7 In contrast, malignant melanoma transformation associated with ODM and OM is known to occur more often in whites and rarely among blacks and orientals.5 7-9 The rarity of black patients reported with ODM and choroidal melanoma is supported by only two previous case reports:
Nik et al7 reported a case of a 44-year-old black woman with a mixed cell type melanoma and ODM. Velazquez9 reported a 40-year-old black woman with bilateral ODM with a mixed cell malignant melanoma occurring in the more heavily pigmented eye (right eye).
Diagnosis of ODM in a black patient may be difficult. The dermal pigment may be difficult to detect because of the dark skin pigmentation and the ocular involvement may be confused with racial melanosis. In a situation with unilateral hyperpigmentation of the ocular tissues, the discrepancy between racial melanosis may be easier. With careful history and physical examination, the dermal pigment may be noticed.
The retrobulbar injection of alcohol for analgesia is a useful, if infrequently used, tool in our therapeutic armoury for those with blind, painful eyes in which enucleation is refused or inadvisable. It is our practice to perform a preliminary retrobulbar injection with local anaesthetic which allows both the patient and the surgeon to assess the potential benefit of a retrobulbar alcohol injection. We report a case wherein the preliminary anaesthetic block demonstrated a potentially serious complication which we were able to avoid by adapting our injection technique.
Case report
The patient, a 54-year-old woman, was referred with a blind, painful right eye following a course of radiotherapy for a maxillary antrum carcinoma. Conservative treatment with oral analgesia and topical lubricants failed to control the ocular pain and it was concluded that a retrobulbar alcohol injection should be performed. A preliminary injection of 5 ml 075% bupivacaine was administered using a 25 gauge 40 mm straight Atkinson retrobulbar needle (code no 1275, Steriseal, Redditch, England). The surgeon noted that the orbital tissues resisted the passage of the retrobulbar needle. The following day the patient reported beneficial ocular analgesia lasting several hours; however, she also observed that the 'whole' of the right side of her face had also been 'numbed'. The injection was repeated and again the surgeon noted a stiffness of the orbital tissues which was sufficient to prevent the usually smooth unrestricted course of the needle around the equator of the globe. Again the patient developed associated facial paraesthesia which was confirmed by examination to be restricted to the distribution of the maxillary division of the trigeminal nerve. No other objective neurological signs or symptoms were elicited.
Subsequently, it was postulated that fibrosis of the orbital tissues, related to the radiotherapy, prevented the correct placement of the retrobulbar needle tip within the intraconal space, and that this might be overcome by using a curved retrobulbar needle. The retrobulbar injection was repeated using 3 ml of 2% lignocaine via a 25 gauge, 34 mm curved retrobulbar needle (code no 5019, Visitec (UK) Ltd, Bidford on Avon). The syringe was disconnected but the needle left in position and immediate orbital x ray confirmed the needle tip to be in the retrobulbar space (Fig 1) . After 15 minutes the patient reported anaesthesia of the eye but intact facial sensation. A syringe was carefully reattached to the needle and 2 ml of 80% alcohol were injected. On review 1 week and 12 weeks later the patient reported continued ocular analgesia with fully intact facial sensation.
Comment
Many case reports and series have been published demonstrating the range and incidence of complications during regional anaesthesia. In none do the authors mention trigeminal anaesthesia as a common complication of retrobulbar block.1 2 In cases of brainstem anaesthesia the presumed route for the anaesthetic agents is along the optic nerve sheath, having reached there by direct injection. However, in the absence of other neurological signs, this is unlikely to be the route of retrograde anaesthesia in this patient, although it is entirely possible for anaesthetic agents to reach the cerebrospinal fluid without dural puncture and cadaver studies have shown intracranial spread of dye after uncomplicated peribulbar injection.3 We believe that the restrictive orbital fibrosis in this case prevented the straight retrobulbar needle from pursuing a normal course within the orbit to the intraconal space. Instead the needle continued in the same direction as initial insertion -that is, along the orbital floor and into the inferior aspect of the orbital apex where the local anaesthetic may have been injected directly perineurally, or in close proximity, to one of the branches of the maxillary division of the fifth cranial nerve. Permeation of the anaesthetic in a retrograde fashion through the pterygopalatine fossa may have also allowed posterior spread of the anaesthetic into the cavum trigeminale via the foramen rotundum, leading to anaesthesia of all three divisions of the trigeminal nerve and thus explaining the patient's sensory symptoms after the first retrobulbar injection.
Preliminary local anaesthetic injections are occasionally employed by others to alleviate the pain associated with alcohol injection.4 I Rarely is sufficient time allowed for the manifestation of potential neurological complications before the injection of alcohol. Fortunately by performing a preliminary retrobulbar injection with local anaesthetic this patient sustained only a temporary anaesthesia of her trigeminal nerve, whereas, if we had employed retrobulbar alcohol injection as a primary procedure its sclerosant properties might have produced a permanent trigeminal injury. The advantage of a preliminary injection of local anaesthetic and a short period of observation before the injection of retrobulbar alcohol is highly recommended. 
